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Chapter 1: Thesis Portfolio Abstract  
 
Background: Stress and burnout is often reported within the ‘human service’ 
professions. A systematic review aimed to ascertain the prevalence of stress and burnout 
within clinical psychologists, and the coping strategies utilised by members of this 
profession. Specifically, the role of clinical psychologists that work with people with 
intellectual disabilities and behaviour that challenges may, arguably, be particularly 
challenging, given the risks inherent in behaviour that challenges.  Previous work has 
found that paid and family carers for this population experience substantial levels of 
stress. However, little is known about the experiences of clinical psychologists who may 
play a pivotal role in the multi-disciplinary team supporting individuals and their carers.  
Methods: The systematic review explores the prevalence of stress, burnout and coping 
in clinical psychologists. An electronic review and hand search of the literature was 
completed. The quality of all eligible articles was assessed, and themes within the 
findings were discussed using a narrative synthesis approach. The subsequent empirical 
article explores the perspectives of 14 female clinical psychologists. Thematic analysis 
was utilised to derive themes from their interview transcripts. 
Results: Eight studies met inclusion criteria for the review; findings suggest that a large 
proportion of clinical psychologists experience symptoms of stress and burnout. 
Nevertheless, most psychologists also experience high levels of personal achievement in 
their role. Within the empirical study, two overarching themes were apparent across 
participants. These included difficult and positive experiences. Participants reported 
barriers to influencing change and feelings of stress, worry, anxiety, self-doubt and 
frustration within the role. However, supervision and support from colleagues appeared 
to moderate difficult emotions. All conveyed a sense of reward within their role.    
Conclusions: Comparable to other ‘human service’ professionals, clinical psychologists 
experience symptoms of stress and burnout. With regard to clinical psychologists 
working with people with intellectual disabilities and behaviour that challenges, it 
	 8	
appears that supervision and support from colleagues is key in managing difficult 
emotions. Based on the findings, provisions that are believed to improve clinical 





Background: Stress is a common experience for people that work in health care settings. 
Clinical psychologists work in health care; their role involves working with people who 
have mental health problems. A review of research aimed to understand how stressed 
and burnt out clinical psychologists are, and the coping strategies they use. More 
specifically, the role of clinical psychologists that work with people with intellectual 
disabilities and behaviour that challenges may be a particularly stressful job. Other 
research has suggested that paid and family carers that have close contact with this 
population, experience high levels of stress. However, little is known about the 
experiences of clinical psychologists who may play an important role in the team 
supporting these people and their carers.  
Method: The review looks at the reported levels of stress and burnout in clinical 
psychologists and how they cope. The quality of all included articles was considered, 
and themes within the findings were discussed. The research article explores the views 
of 14 female clinical psychologists that work with people with intellectual disabilities 
and behaviour that challenges, by interviewing them.  
Results: Eight studies were included in the review; the findings suggest that lots of 
clinical psychologists experience stress and sometimes burnout. Yet, most psychologists 
also experience a sense of reward in their role. Within the completed interview study, 
two overarching themes were seen across participants. These included difficult and 
positive experiences. Psychologists talked about barriers to making a difference and 
feelings of stress, worry, anxiety, self-doubt and frustration within their job. However, 
many of them thought that supervision and support from people they work with helped 
them manage difficult emotions. All talked about a sense of reward within their role.    
Summary: Just like other health care professionals, clinical psychologists experience 
stress and sometimes burnout. When thinking about clinical psychologists that work 
with people with intellectual disabilities and behaviour that challenges, it appears that 
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their experiences are varied but that support from people they work with is helpful.  
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Chapter 2: Systematic Review Journal Article 
 
 
Clinical Psychologists’ experience of stress and 
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Systematic Review Abstract  
	
Objective: It is well documented that those in the ‘human service’ profession experience 
high levels of stress and symptoms of burnout. Considering the impact that stress and 
burnout can have upon patient care and absenteeism, this review aims to ascertain the 
prevalence of stress and burnout within clinical psychologists and the coping strategies 
utilised by them.  
Method: Electronic databases were searched for relevant literature. Only those studies 
that included a measure of stress, burnout or coping within clinical psychologists were 
included within the review. The quality of all eligible articles was assessed, and themes 
within the findings were discussed using a narrative synthesis approach.  
Results: Eight studies met inclusion criteria. Findings suggest a third of clinical 
psychologists experience ‘caseness’ levels of distress and 70% reported being ‘very 
stressed’ or ‘moderately stressed’. With regard to burnout, around 70% reported 
symptoms of emotional exhaustion and between 41% and 59% reported levels of 
depersonalisation in their work. Despite this, between 82% and 95% of psychologists 
experience high levels of personal achievement. It appears there are few consistent 
associations between variables such as age and gender and stress. However, there 
appears to be a relationship between age and symptoms of burnout. Outcomes regarding 
coping strategies are less clear due to the heterogeneity of outcome measures used across 
studies. 
Conclusions: A large proportion of clinical psychologists report stress and symptoms of 
burnout; considering the impact this can have on a personal and organisational level, 
further research assessing the utility of effective coping strategies or stress management 








This review focuses upon the experience of stress and burnout in clinical psychologists. 
The strategies that are implemented to cope with the demands of the role will also be 
reviewed. Firstly, each of these constructs will be outlined and discussed. 
Models of Stress 
Despite stress being used as a term for many decades, there is a lack of consensus on an 
all-encompassing definition or model of stress (Ader, 1980; Bartlett, 1998; Fernand-
Seguin Research Centre, 2007; Goldstein & Kopin, 2009). Selye, in 1936, was the first 
to recognise the physiological changes that occur due to ‘stressors’ and the role of the 
hypothalamic-pituitary-adrenal-axis in the bodily response (Szabo, 1998). That is, when 
an individual becomes stressed, the hypothalamic-pituitary-adrenal-axis is activated, 
which results in elevation of the hormone, cortisol (Glaser & Kiecolt-Glaser, 2005). It is 
important to note that Selye's (1936, 1993) focus was primarily on physical ‘stressors’ 
(e.g. fasting, extreme cold), whereas we now know that many causes of stress have a 
psychological basis and are caused by one’s interpretation of events.  
Perhaps the most-widely used model in recent times, is the transactional model of stress 
and coping (Lazarus & Folkman, 1984).  Within this model, stress is defined as ‘a 
particular relationship between the person and the environment that is appraised by the 
person as taxing or exceeding his or her resources (1984; p.19)’.  In a recent publication 
of the Handbook of Stress and Health (Biggs, Brough & Drummond), the model was 
referred to as ‘remarkable and has remained the cornerstone of psychological stress and 
coping research across multiple fields’ (2017; p.351). The model emphasised that stress 
is a subjective concept (Lazarus, 1995), and that no event in itself is inherently stressful; 
instead, the stressor is defined by the subjective appraisal as harmful, threatening or 
taxing of resources (Lazarus & Folkman, 1984).  
Due to the theoretical and empirical support the Lazarus and Folkman (1984) model of 
stress has received, stress will be operationalised in line with their definition throughout 
this review.  
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Although often viewed in an undesirable light, there are reported benefits of stress.  For 
example, stress is an adaptive response: during acute periods the release of cortisol 
improves cognitive function and immune response. However, during times of prolonged 
or intense stress, cortisol can have a negative impact upon, among other things, brain 
function and immune response, affecting both physical and mental health (Glaser & 
Kiecolt-Glaser, 2005; Goldstein & Kopin, 2009; Harris et al., 2017; MIND, 2015; 
Segerstrom & Miller, 2004; Szabo, 1998). 
Stress can occur in any number of settings, but one of the most common is the work 
place; this is defined as occupational stress. The National Institute for Health and Care 
Excellence (NICE) define occupational stress as ‘the interaction between the working 
environment, the nature of the work and the individual (NICE, 2009, p9)’.  When an 
individual experiences occupational stress, they perceive the demands and pressure of 
their role as outweighing their ability to cope (Health and Safety Executive, 2004). 
There is evidence to suggest that stress is more likely in certain professions, particularly 
for those that work in the ‘human services’ (Blau, 1960; Johnson et al., 2005). This is an 
area of work where the individual might be required to work with people who display 
intense emotions, who may be at threat of violence in their workplace, and who 
experience a lack of control over their work (Johnson et al., 2005).  
A large-scale European survey reported that stress was highest in education and health 
sectors, compared to any other occupation group (European Agency for Safety and 
Health at Work, 2009).  These types of roles involve ‘emotional labour’ where face-to-
face work with people requires effort on the individual’s part.  It has been suggested that 
workers are unable to display their true emotions when faced with distressing 
information and/or potentially threatening situations (Zapf, 2002). This includes 
occupations such as teaching, nursing, healthcare and policing. Occupational stress can 
lead to high turnover of staff, absenteeism, burnout and reduced efficiency in the 
workplace (Sutherland & Cooper, 1990).  
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Measures of Stress 
As Amirkhan, Urizar Jr, and Clark (2015) noted, there is not one universally used 
measure of stress. Physiological measures - such as blood pressure monitoring and 
testing blood, urine, and saliva for cortisol levels - can be utilised to ascertain an 
individual’s stress reaction. The psychological impact of stress, on the other hand, can 
be obtained through observation, self-report methods and interviews (Fernand-Seguin 
Research Centre, 2007).  
There are a number of questionnaires that measure stress, such as the Brief Symptom 
Inventory and Symptom Checklist (see review by Shiralkar, Harris, Eddins-Folensbee 
and Coverdale, 2013). However, the Perceived Stress Scale is one of the most widely 
used measures of psychological stress; it measures the degree to which an individual 
appraises situations in their life as stressful (Cohen, Kamarck, & Mermelstein, 1983). 
According to the Cohen’s Laboratory for the Study of Stress, Immunity, and Disease 
(Cohen, 2017), the Perceived Stress Scale has been translated into 30 languages other 
than English and is employed in many publications regarding stress. 
Although not originally designed to measure stress, the General Health Questionnaire – 
28 item (GHQ-28; Goldberg & Hillier, 1979) has been used to measure psychological 
distress in this way in numerous studies (for example Darongkamas, Burton, & 
Cushway, 1994; Draper et al., 2007) and to measure distress linked to occupational 
stressors. In a systematic review, Goodwin et al. (2013) reported 65 papers used the 
GHQ-28 for this purpose.  
Burnout 
A progressive form of stress, particularly in the human service professions, has been 
labelled ‘burnout’. The concept was thought to originate from Freudenberger (1975), 
and was thereafter further defined by Maslach (1976, see Schaufeli, Leiter, & Maslach, 
2009). Burnout is commonly broken down into three constructs.  Firstly, emotional 
exhaustion (EE) is characterised as a lack of energy, or feeling as though emotional 
resources have been depleted. Secondly, depersonalisation (DP) is defined as treating 
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clients more like objects rather than people and, finally, a lack of personal 
accomplishment (PA) relates to feelings of incompetence and lack of achievement in 
one’s work (Maslach & Jackson, 1981). There has been some controversy around 
burnout, with researchers questioning whether ‘boredom’ would be a better description 
of the symptoms (Campagne, 2012). Campagne (2012) theorised that boredom, feeling 
that one’s work is not of much importance (which he termed ‘disenchantment’ or 
professional demotivation) within the workplace is often mistaken for burnout. 
Campagne (2012) suggested that this is rarely identified within professionals, but that 
this may be more easily remedied than ‘burnout’, by the use of continued professional 
education, allowing adequate emotional distance from clients and the use of peer 
support. An alternative theory is that burnout is purely a form of depression, Bianchi, 
Schonfeld, and Laurent (2015) conducted a systematic review assessing studies looking 
at the link between the two constructs and identified 92 studies, but they concluded that 
the differentiation is fragile. Furthermore, although some studies suggest that burnout is 
a singular construct, others were considered to be less certain.  
 
Considering there is a lack of certainty for these theories and the fact that the term 
‘burnout’ is still widely used in the literature today, the original definition of burnout by 
Maslach (1976) will be utilised within this review.  When evaluating the relationship 
between stress and burnout, they appear to be explicitly linked across the literature, with 
each impacting upon the other (for example, Mcmanus, Winder, & Gordon, 2002). 
Burnout in healthcare professionals has been found to have a negative impact upon 
patient care (Rothenberger, 2017) and attendance at work (Borritz, Rugulies, 
Christensen, Villadsen, & Kristensen, 2006).  
	
Measures of Burnout 
Typically, burnout is measured using the Maslach Burnout Inventory (MBI; Maslach & 
Jackson, 1986) which is split into the three categories discussed above:  EE, DP and PA. 
The MBI does not discriminate between the presence and absence of burnout but rather 
looks at the symptoms of burnout on a continuum. Scores are split into thirds, 
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represented as ‘high’, ‘moderate’ and ‘low’ levels of burnout. The Copenhagen Burnout 
Inventory (CBI; Kristensen, Borritz, Villadsen, & Chrisensen, 2005) is also a validated 
measure of burnout. It contains three different categories: personal burnout, work-related 
burnout and client-related burnout. A cut-off is used to ascertain whether a participant is 
in the ‘burnout range’ or not.  Although clarity around which measure has the greatest 
construct validity is lacking, the MBI is commonly used across the literature base. 
Within a recent meta-analyses, Wheeler, Vassar, Worley and Barnes, (2011) identified 
221 studies that incorporated the use of the MBI within their research.  
	
Coping 
Due to the nature of human service roles, a person’s ability to ‘cope’ appears to be key 
in moderating the possible outcomes of stress and burnout (Jenaro, Flores, & Arias, 
2007). Coping is typically defined as adapting both cognitive and behavioural activity to 
manage demands that are appraised as taxing or exceeding personal resources (Lazarus 
& Folkman, 1984). This is considered to be a fluid process, where both the situation and 
the individual’s perception of his or her own ability to cope, can change. However, as 
Lazarus and Folkman (1984) themselves recognise, there are limitations to this model. 
For example, when identifying a link between thoughts, coping and stress, as there is a 
continual feedback loop between these variables which then all impact upon one 
another. Moreover, the idea of ‘coping’ is fairly broad, and therefore it is not always 
clear what ‘coping’ looks like (Bartlett, 1998).  
Coping behaviours are most commonly classified as either problem- or emotion-focused 
in the literature  (e.g., Lazarus & Folkman, 1984). Problem-focused coping involves 
generating solutions to solve the problem that is the cause of distress, and taking action 
by following through a plan. Strategies include learning a new skill or adjusting 
standards of behaviour. Emotion-focused coping involves a reduction of the emotional 
distress by implementing strategies such as minimisation, avoidance or wishful thinking. 
Some coping strategies, such as seeking social support, may involve both problem and 
emotion-focused functions simultaneously (Vitaliano, Dewolfe, Maiuro, Russo, & 
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Katon, 1990).  
A recent meta-analysis considered the relationship between burnout and coping 
strategies in ‘human service’ professions such as teaching and nursing. The findings 
suggested that problem-focused coping promotes feelings of PA whereas emotion-
focused coping reduces symptoms of EE and DP (Shin et al., 2014), thus indicating that 
each approach is useful. 
Measures of Coping 
There does not appear to be a single measure of coping that has been consistently used 
throughout the literature; indeed, a recent review suggested that at least seven different 
measures have been used to measure this construct (Shin et al., 2014). These included 
the Coping Orientation of Problem Experience Inventory (COPE; Carver et al., 1989), 
the Ways of Coping Checklist (Folkman & Lazarus, 1980) and the Coping Inventory for 
Stressful Situations (Endler & Parker, 1990) to name just a few. It is unclear which 
would be considered the most reliable and valid measure. 
Variables associated with Stress and Burnout 
Theoretically and empirically, many factors impact on stress, burnout and the use of 
coping strategies (European Agency for Safety and Health at Work, 2009). These can be 
organisational factors such as lack of control or level of responsibility. Rothenberger 
(2017) identified key organisational factors that impacted upon physician burnout; this 
included having the autonomy and choice to practice in an area that they personally 
valued. Zapf (2002) reviewed previous research and concluded that the combination of 
emotion-work and high workload, time pressure, lack of task control and role conflicts 
are associated with burnout. Furthermore, Rupert and Morgan (2005) reported that in the 
571 psychologists that they surveyed, a strong predictor of burnout was lack of control 
over work activities, working more hours, spending more time on administrative tasks 
and paperwork and having to deal with more negative client behaviours. In addition, 
Emery, Wade and McLean (2009) reported that psychologists’ beliefs about control in 
therapy and inflexibility in their approach were associated with lower levels of PA. 
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Stevanovic and Rupert (2004) studied licensed psychologists in the US, and they 
identified that the top rated sources of stress within the job were a sense of responsibility 
for clients, time pressure and external constraints of services. 
 
Individual factors can play a role too, such as age and gender.  For example, research has 
suggested that younger mental health professionals that are at an earlier point in their 
career are at higher risk of burnout (Cushway & Tyler, 1996; Lim, Kim, Kim, Yang, & 
Lee, 2010; Volpe et al., 2014). Gender has previously been found to have an impact, 
with women reported to be significantly more likely to experience high levels of stress 
and burnout (Cushway & Tyler, 1994; Freudenberger, 1975; Martin-Johnson, 2016). 
This could, in part, be due to differential coping strategies utilised by women and men, 
as in both the general population and mental health professional literature, it appears that 
males, on a population basis, appear to find it easier to emotionally detach from difficult 
experiences, whereas females more often seek others and engage in emotion-focused 
coping (Lawrence, Ashford, & Dent, 2006). In addition, people working in the care 
profession that are not cohabitating or married are found to be at higher risk for stress 
and burnout (Soares & Grossi, 2007). It is possible that less available social support may 
explain this finding. 
 
Both organisational and individual factors appear to impact upon job satisfaction, which 
seems to be a factor that impacts upon stress and burnout in this population 
(Rothenberger, 2017; Stevanovic & Rupert, 2004). Considering the complexity of the 
relationships between stress, burnout and the aforementioned variables, it is difficult to 
tease these constructs apart to ascertain how much one construct impacts upon another.   
	
Stress, Burnout and Coping in Mental Health Professionals 
Mental health professionals would be classed as having a ‘human service’ job. They 
work in face-to-face, emotionally demanding settings and have been identified as a 
professional group who may be particularly vulnerable to occupational stress (Morse, 
Salyers, & Pfahler, 2012). The role of a clinical psychologist would be categorised under 
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the umbrella term of ‘mental health professional’. A clinical psychologist works across a 
range of healthcare settings and is required to assess and treat individuals experiencing a 
range of mental health difficulties (BPS, 2017b).  A recent publication reported on the 
findings from the British Psychological Society (BPS) and New Savoy Partnership NHS 
England staff wellbeing survey (Rao et al., 2015). They reported a significant increase in 
staff stress since the previous year, 70 per cent of professionals that work in 
psychological services reported that they found their job stressful either ‘often’ or ‘all of 
the time’, and 46 per cent reported depressed mood. 
 
Furthermore, Cushway and Tyler (1996) published a review, which provided a narrative 
of findings across various mental health professionals working in the United Kingdom. 
Their review identified a number of characteristics that were predictive of increased 
stress in mental health professionals: female gender, early career, not being in a 
relationship, the use of avoidance coping strategies and reporting low job satisfaction.  
However, their review was not completed systematically and did not include a 
homogenous sample as it included studies that incorporated trainee clinical 
psychologists, psychiatric social workers and counselors. The heterogeneity of the group 
minimised any ability to compare experiences. A more recent systematic review by 
Hannigan, Edwards, and Burnard (2004) focused on stress in UK clinical psychologists. 
They concluded that up to 40% of the population were experiencing ‘caseness’ levels of 
distress, where they were reaching threshold for significant distress. Both of these 
reviews concentrated on peer-reviewed literature and clinical psychologists working in 
the UK. As far as the author is aware, there are no reviews assessing burnout and/or 
coping within this population.  
 
Review Objectives 
The purpose of the current review was 1) to ascertain how many clinical psychologists, 
irrespective of client group/setting/country, experience stress and burnout and 2) what 
coping strategies this population utilise. As stress and burnout can have significant 
impact upon patient care and absenteeism, this review aimed to ascertain the prevalence 
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of such in this population. Due to the focus on prevalence within this review, only 




The review protocol was registered with the International Prospective Register of 
Systematic Reviews (PROSPERO), Centre for Reviews and Dissemination (CRD; 
reference: CRD42017055389). The current review was written in accordance with the 
Preferred Reporting Items for Systematic Reviews and Meta-Analyses statement 
(PRISMA Group, 2009) in order to ensure that reporting standards were met. 
Literature Search Strategy  
Searches were conducted in January 2017, and publication year was only restricted by 
individual database limits. Initial scoping of literature and systematic reviews identified 
appropriate search terms to locate relevant articles.  
 
The following electronic databases were searched for relevant literature:  
• EMBASE (1980 - January 2017) 
• Medline (1946 – December 2016) 
• PsycINFO (1806 – December 2016) 
• ProQuest (1977 – January 2017) 
• Clinical Psychology Forum (1985 – January 2017) 
 
These databases were chosen in order to provide broad coverage of relevant published 
and unpublished literature. The British Psychological Society publication; Clinical 
Psychology Forum was searched separately as it is not indexed within the listed 
electronic databases, but could contain potentially relevant articles.  
The following search terms were used: “clinical psychologist*” AND (stress OR anxiet* 
OR burnout OR tension OR worry OR pressure OR depress* OR mood OR rumina*).   
NB:* indicates truncation  .  
The terms were searched within the articles ‘keywords’ in EMBASE, Medline and 
PsycINFO and ‘anywhere except full text’ in ProQuest. The Clinical Psychology Forum 
	 23	
does not have a proficient search function; therefore all publications were screened for 
relevance. 
Inclusion Criteria  
• Published in English  
• Participants were qualified clinical psychologists 
• Quantitative methodology  
• Utilised a measure of stress, burnout or coping  
Study selection procedure 
The search selection procedure is outlined in Figure 1. A total of 2917 articles were 
obtained from five database searches: EMBASE, Medline, PsycINFO, ProQuest and 
Clinical Psychology Forum. After de-duplication, 1672 papers remained. Titles were 
screened to assess whether the articles were relevant, and 83 were thought to be 
potentially relevant. Full texts of these were retrieved and inclusion criteria were 
reviewed. A total of 76 papers were excluded for the following reasons: four were not 
published in English, three were not available in full text, two were not empirical 
research studies, seven were qualitative studies, 23 included professions other than 
clinical psychologists, (and clinical psychologists could not be differentiated in the 
analyses), and an additional 12 articles focused on trainee clinical psychologists. 
Furthermore, 19 articles were excluded as they did not include a measure of 
stress/burnout or coping, and a further six were excluded as they did not report sufficient 
data to ascertain levels of stress/burnout/coping in participants.  
From this search, seven studies that met inclusion criteria were reviewed further. 
Reference lists of these articles were then reviewed for relevant articles, with another 
seven articles being identified, and assessed for potential inclusion.  One of these articles 
met the inclusion criteria.  Therefore, eight studies were included in the final review. All 




Figure 1: PRISMA flow diagram indicating the procedure followed in order to 
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Assessment of quality of included studies 
A quality assessment tool was developed to assess the methodological quality of the 
included articles. As noted within the CRD (2009) guidance, differentiating between 
reporting quality and methodological quality has its challenges. If reporting quality is 
favoured, this could influence the interpretation of the strength of evidence. This was 
held in mind when quality of the included papers was assessed.  There is no single 
recommended reliable and valid checklist suitable for assessing the quality of studies 
(CRD, 2009), and therefore the measure that was developed drew on a number of 
existing guidelines, namely those from The Joanna Briggs Institute (2016), The CRD 
(2009) and the Agency for Healthcare Research and Quality (2002).  Ten aspects of each 
study were assessed, covering a range of criteria including representativeness of sample, 
choice of measure, statistical analyses and conclusions drawn. These criteria can be 
found in Appendix C. For each of the ten criteria, a study could score: 2 – indicating the 
criterion was well covered (top category); 1 – signifying the criterion was adequately 
addressed or 0 – meaning the criterion was poorly or not addressed. The scores for the 
quality criteria are shown in Table 2.  
The primary researcher carried out data extraction and quality assessment for all eight 
studies and an independent researcher carried out quality assessment for four randomly 
selected papers (50%). Cohen’s κ was used to determine rate of agreement between 
reviewers (Cohen, 1960). Based upon criteria developed by McHugh, (2012) there was a 
‘strong’ agreement between the reviewer, κ = .808, 95% CI [.649, .967], p < .001. Any 
discrepancies in scores were discussed between reviewers and a joint decision was 
reached, resulting in a single rating. 
Regardless of the quality score, all eligible studies were included in the review given 
that they met inclusion criteria. A meta-analysis was inappropriate due to variation in 
methods and measures, which meant that it was not possible to combine outcomes. 
Therefore critical appraisal of the studies is narrative in format and is structured around 
the variables each of the included papers investigated. 
	
32	
  Table 2: Q






































































































































Characteristics of included studies  
Study details are summarised in Table 1 and provide the following information: 
sample size, response rate, participant demographic information (age, gender, 
number of years experience, relationship status), study aims, outcome measures and 
relevant findings. Although all papers included participants of various ages and this 
was fairly consistent across the studies, the distribution of gender was highly variable 
ranging from 27% to 86% female. While the total sample numbers are relatively 
high, this variation will be held in mind. 
All eight papers adopted a cross-sectional design, with questionnaires sent via post or 
email for participants to complete. Four studies were peer-reviewed articles, and the 
remaining four were unpublished dissertations. Three of the studies reported both 
stress and coping in clinical psychologists, one focused mainly on stress and two on 
burnout. Of the remaining two papers, one reported burnout and coping and the other 
concentrated on stress and burnout.  
The measures used for each construct was varied; although some relied upon one 
measure of each, others included an additional measure, and in some instances this 
was developed by the authors themselves. For example, with regard to stress, three of 
the studies (Cushway & Tyler, 1994; Murray, 1990; Sampson, 1989) used the GHQ-
28. Both Murray (1990) and Sampson (1989) included the Stress Scale alongside the 
GHQ-28. However, D’Souza et al. (2011) and Rao and Mehrotra (1998) adopted the 
Depression, Anxiety and Stress Scale – 21 item (DASS-21; Lovibond & Lovibond, 
1995) and the Mental Health Professionals Stress Scale (MHPSS; Cushway et al., 
1996) respectively and used these independent of additional measures.  
When measuring symptoms of burnout, either the MBI (Ackerley et al., 1988; 
Boakes, 1998; Chanofsky, 2008) or the CBI (D’Souza et al., 2011) was adopted. In 
addition, Ackerley et al. (1988) developed the Psychologist’s Burnout Inventory 
(PBI) to use alongside the MBI. With regard to coping, only two papers used a 
similar questionnaire, with both Cushway and Tyler (1994) and Sampson (1989) 
adapting the Health and Daily Living (HDL) form. In addition, three papers utilised a 
measure that was developed by the authors themselves. Sampson (1989) asked 
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participants to rank the coping strategies they use, Chanofsky (2008) developed a 
coping questionnaire containing eight items and Rao and Mehrotra (1998) included 
an open ended statement about coping within their questionnaires, the content of the 
statement was unspecified. These additional coping measures were not assessed for 
validity or reliability within the papers.  
Study Quality  
Table 2 provides the quality ratings for each of the 10 criteria. A total score for each 
paper is not used within this review.  Each criterion may be differentially important, 
and therefore a weighting scheme would be required.  However, this would introduce 
additional subjectivity into the process and was not considered to be of sufficient 
benefit.  
Overall, the quality of the studies was fairly low; none of the included studies fully 
reported the representativeness of the population, which makes it difficult to 
ascertain the generalisability of the findings. However, they did all report the 
response rate, which ranged considerably from 35% (Ackerley et al., 1988) to 67% 
(Cushway & Tyler, 1994; Sampson, 1989).  
The recruitment method varied; four authors contacted heads of psychology in their 
respective localities (Boakes, 1998; Cushway & Tyler, 1994; Murray, 1990; 
Sampson, 1989) whereas others recruited participants via their Professional, 
Statutory and Regulatory Body. For example Ackerley et al. (1988) and Chanofsky 
(2008) recruited via the American Psychological Association, and Rao and Mehrotra 
(1998) via the Indian Association of Clinical Psychology. D’Souza et al. (2011) 
relied upon volunteers responding to advertisements distributed via various 
Australian professional bodies to take part.  
Only three of the studies fully reported the validity and reliability of the measures 
they adopted (Ackerley et al., 1988; Boakes, 1998; Murray, 1990) and none of the 
papers discussed the characteristics of the psychologists that were approached to 
partake in the research but decided not to.  
Only two of the studies (Cushway & Tyler, 1994; Rao & Mehrotra, 1998) reported 
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all four of the participant demographics that this review was concerned with, but the 
majority included three out of the four, which allowed for partial comparison. Only 
two of the included articles completed all relevant and possible correlational analyses 
(Chanofsky, 2008; D’Souza et al., 2011). Half of the studies were balanced in the 
reporting of their conclusions; neither over nor understating their findings (Ackerley 
et al., 1988; Boakes, 1998; Cushway & Tyler, 1994; Murray, 1990). The majority of 
studies took the limitations of their research into account.  
With regard to which papers would be considered as good quality within this review, 
the criteria that were felt to be most important were the response rate and how 
representative the sample was of the larger population. Considering this, the 
following papers were felt to be of good quality compared to others; Rao and 
Mehrotra (1998), Murray (1990), Sampson (1989), Cushway and Tyler (1994) and 
Boakes (1998). 
Summary of main findings 
Prevalence of stress 
Five papers explored stress in clinical psychologists. Of those that adopted the GHQ-
28, Cushway and Tyler (1994) reported that 29.4% of the sample were above the 
threshold for psychological disturbance, at ‘caseness’, and both Murray (1990) and 
Sampson (1989) found that 33% of their sample were considered above threshold. 
Both Cushway and Tyler (1994) and  Sampson (1989) used the Stress Survey (SS) in 
addition to the GHQ-28; Cushway and Tyler (1994) reported that 20% of the sample 
were ‘very stressed’ and 55% were ‘moderately stressed’, compared to 16% ‘very 
stressed’ and 47% ‘moderately stressed’ in Sampson's (1989) sample. These three 
studies had a very similar response rate, number of participants, gender distribution 
and were all conducted within the UK. This could explain the reason for the 
similarities in their findings. 
When using the DASS-21, D’Souza et al. (2011) reported that 1% of the sample 
were ‘severely stressed’, 1% were ‘moderately stressed’, and 6% were considered in 
the ‘mildly stressed’ range, with the remainder in the ‘normal’ category. Rao and 
Mehrotra (1998) reported, using the MHPSS, that there were low levels of stress 
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across participants. These results indicate far lower stress levels than identified in the 
other papers. This may be due to variation in the measures used across studies; 
however, D’Souza et al. (2011) and Rao and Mehrotra (1998) were conducted in 
Australia and India respectively. It is a possibility that there is a lower incidence of 
stress within these countries compared to the UK; this might be due to healthcare 
provision or workplace organisation. However, it is not possible to draw any firm 
conclusions regarding this due to the different measures administered.  
Variables associated with stress 
There was found to be no significant association between reported stress levels and 
gender (D’Souza et al., 2011; Murray, 1990; Rao & Mehrotra, 1998; Sampson, 
1989), relationship status (Rao & Mehrotra, 1998; Sampson, 1989), age (D’Souza et 
al., 2011; Rao & Mehrotra, 1998; Sampson, 1989) or number of years of experience 
(Sampson, 1989) in the majority of studies. However, in contrast, Cushway and 
Tyler (1994) reported that being female, single, young, and an early career 
psychologist are associated with higher scores on the Stress Scale and GHQ-21.  
A number of additional variables were presented across studies. Cushway and Tyler 
(1994) and Sampson (1989) discussed the effect of being a supervisor on stress 
levels. Cushway and Tyler (1994) reported higher scores on the GHQ measure for 
those in a supervisory role compared to those that were not, whereas Sampson (1989) 
found no difference in Stress Scale scores across these two groups. Although it is 
difficult to draw any conclusions due to the lack of evidence across studies, D’Souza 
et al. (2011) reported that perfectionism was significantly correlated with stress and 
Rao and Mehrotra (1998) discovered that clinical psychologists working across 
multiple settings, or working full time in an outpatient setting and those working 
with one diagnostic group of patients for more than half of their time had higher 
stress scores. In addition, Murray (1990) reported that a sense of role conflict (having 
many dissonant tasks) was correlated with higher GHQ scores. 
Prevalence of burnout 
Across the four papers that studied burnout, the three that used the EE section of the 
MBI reported a similar prevalence of symptoms of EE. Ackerley et al. (1988) 
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reported 46.2% in the ‘high range’, 28.3% in the ‘moderate range’ (74.5% total in 
‘high’ or ‘moderate range’), Boakes (1998) reported 39.9% in the ‘high range’ and 
32.7% in the ‘moderate range’ (72.6% total in ‘high’ or ‘moderate range’) and 
Chanofsky (2008) reported 17% in the ‘high range’ and 56% in the ‘moderate range’ 
(73% total in ‘high’ or ‘moderate range’). Considering the location of this research 
varied (UK and US), and the gender distribution varied considerably (between 27% 
and 69.4% females), the similarities observed are particularly noteworthy.  
Levels of DP were slightly more varied across the two studies that measured this; 
Ackerley et al. (1988) reported that 34.3% of the sample were classified as being in 
the ‘high range’, and 24.7% in the ‘moderate range’ (59% total in ‘high’ or 
‘moderate range’) whereas Boakes (1998) reported that 19.6% were in the ‘high 
range’ and 21.5% in the ‘moderate range’ (41.1% total in ‘high’ or ‘moderate 
range’). This could suggest that psychologists in the US experience higher rates of 
DP than those in the UK. However, there was also a vast difference in gender 
between these studies, with only 27% of the sample being female in Ackerley et al. 
(1988) compared to 69.4% in Boakes’ (1998) research. Therefore, it was difficult to 
draw conclusions regarding the reason for the observed variation in DP. 
When focusing on PA, this also varied between the two papers that assessed this; 
Ackerley et al. (1988) reported that 0.9% of the sample were classified as being in 
the ‘low range’, and 3.8% in the ‘moderate range’ (4.7% total in ‘low’ or ‘moderate 
range’), whereas Boakes (1998) reported that 0.9% were in the ‘low range’ and 
16.7% in the ‘moderate range’ (17.6% total in ‘low’ or ‘moderate range’). This 
suggests that the majority of the population (between 82.4% and 95.3%) would be in 
the high range of PA, indicating they possess a sense of achievement within their 
role.  
D’Souza et al. (2011) utilised the CBI to measure burnout. The CBI gives an overall 
score and D’Souza et al. (2011) reported that 8% of the sample were in the ‘burnout 
range’ and the remainder in the ‘normal range’.  
Variables associated with burnout 
When looking at variables that correlated with burnout, Ackerley et al. (1988) and 
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Boakes (1998) reported that there was no relationship between gender, whereas 
D’Souza et al. (2011) stated that women had higher levels of personal and work 
related burnout, but not client-centered burnout. Chanofsky (2008) did not report 
gender distribution in their study. D’Souza et al. (2011) reported that younger 
psychologists were more likely to experience personal, work-related and client-
related burnout; the conclusions from Ackerley et al. (1988) support this as they 
reported a relationship between younger psychologists and higher levels of both EE 
and DP. When it comes to the number of years experience, the results are conflicting: 
Boakes (1998) suggested there is no relationship, whereas Ackerley et al. (1988) 
indicated that the fewer years of experience that a psychologist has the more likely 
they are to experience high levels of EE and DP. Ackerley et al. (1988) reported that 
there was no significant correlation between relationship status and burnout. 
A number of additional variables that impacted upon burnout were presented across 
studies. Ackerley et al. (1988) reported that those in private practice experienced less 
EE, DP and higher levels of PA than those in the public sector. However, those in the 
private sector were older, earned more, experienced feelings of support more 
frequently and feelings of lack of control less frequently. They also reported 
associations between high EE and DP scores and over-involvement with patients, 
feelings of low control and seeing complex cases. Those with lower PA scores 
experienced feelings of low control, low support and a high administration load. 
D’Souza et al.’s (2011) results indicated perfectionism is related to personal, work 
related and client related burnout. Boakes (1998) reported that a lack of personal role 
clarity was associated with higher EE scores.  
Use of coping strategies 
The methodologies employed across the four studies that examine coping styles 
differ, making comparison difficult. Both Cushway and Tyler (1994) and Sampson 
(1989) adapted the Health and Daily Living Form (HDL; Moos, Cronkite, Billings, 
& Finney, 1984) by adding either seven or eight additional questions (at least two of 
the questions differed across the studies). This measure is not a validated or widely 
used tool to measure coping. However, Cushway and Tyler (1994) reported that 60% 
of the sample used behavioural strategies (such as organising time more efficiently) 
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and 65% used cognitive strategies (such as taking a step back from the situation and 
viewing it more objectively). In comparison, Sampson (1989) reported that 21% used 
active behavioural strategies, 21% used active cognitive and 5% used avoidance 
strategies. Only one study quantified the coping styles into emotion- and problem-
focused as Folkman and Lazarus (1980) suggested. Rao and Mehrotra (1998) 
reported that 67% of psychologists used emotion-focused coping and 44% used 
problem-focused coping based on their open-ended question. 
Variables associated with coping strategies 
Although Cushway and Tyler (1994) did not report the prevalence of avoidant 
coping, they reported that psychologists that were avoidant were more likely to score 
at ‘caseness’ on the GHQ-28. Investigation to ascertain any relationship between 
coping strategies and stress levels was not completed in Rao and Mehrotra’s (1998) 
study. Although Chanofsky (2008) did not report the incidence of coping strategies 
use in psychologists, they did report that there was no significant relationship 
between cognitive, social and physical techniques and EE scores. In addition, the 
coping questionnaire developed by Chanofsky (2008) found no association between 
coping style and burnout however, within their qualitative findings they reported that 
the use of self-care strategies appear to result in lower levels of burnout. 
Furthermore, no associations between age and number of years experience, gender, 





The majority of included studies did not focus exclusively upon the prevalence of 
stress, burnout and coping strategies applied by participants. However, of those that 
did report relevant findings, the main findings are summarised and discussed.  
 
Stress 
Around a third of clinical psychologists experience ‘caseness’ levels of 
psychological distress; this rate of ‘caseness’ is slightly lower than the 40% reported 
in Hannigan, Edwards, and Burnard's (2004) review. The evidence from the included 
studies suggests that 70% of psychologists reported being either ‘very stressed’ or 
‘moderately stressed’ which is in line with the recent BPS survey of psychological 
professionals (Rao et al., 2015). Cushway and Tyler (1996) previously suggested that 
there were higher rates of stress in single, female mental health professionals with 
fewer years’ post-qualification experience. However, this current systematic review 
of the evidence does not support these conclusions in relation to clinical 
psychologists specifically.  
 
Burnout 
Based upon the evidence, approximately 73% of clinical psychologists experience 
symptoms of EE in the ‘high’ or ‘moderate range’ and between 41% and 59% 
experience symptoms of DP in the ‘high’ or ‘moderate range’.  However, there is 
evidence to suggest that the majority of psychologists experience high levels of PA 
in their work (between 82 and 95%). There was little consistent evidence, across 
studies, that there is a link between burnout and the following variables: gender, 
relationship status and number of years experience. However, a possible relationship 
between age and burnout (that younger psychologists reported increased levels of 
burnout) was reported in two of the included papers (Ackerley et al., 1988; D’Souza 
et al., 2011); this supports aforementioned findings (Lim et al., 2010; Volpe et al., 
2014).  
 
It appears there may be other variables that impact upon stress levels and burnout, 
such as role conflict (Murray, 1990), pefectionism (D’Souza et al, 2011), over-
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involement with patients and feelings of low control (Ackerley et al., 1988). 
However, a stronger evidence base and further analyses would need to be conducted 
in order to draw firm conclusions regarding these variables. 
 
Coping 
Due to the heterogeneity of measures and classification of coping, it was difficult to 
draw conclusions about the types of coping strategies used. Ideally, all studies would 
have classified coping strategies into problem and emotion focused coping to enable 
comparison between studies and with prior research, as identified by Folkman and 
Lazarus (1980).  However, only Rao and Mehrotra (1998) chose to do so. Based on 
this study, it does appear that emotion-focused strategies are slightly favoured over 
problem-focused strategies. Based upon the remaining evidence available, it appears 
that clinical psychologists use cognitive strategies an equivalent amount to 
behavioural strategies. It is not possible to conclude whether the use of these are 
sufficient in reducing stress levels or symptoms of burnout as this analysis was not 
completed. However, it does appear that avoidant coping may be detrimental to 
psychological wellbeing. Analysis to assess for associations between coping and 
gender, relationship status, age and number of years experience was not completed 
within these studies. 
Associations between stress, burnout and coping 
From the limited evidence available, there appeared to be little association between 
coping strategies, stress levels and burnout. Of the eight studies, only Cushway and 
Tyler (1994) reported outcomes of both stress and burnout, but unfortunately they 
did not attempt to assess the relationship between the two. Therefore, this does not 
allow for comment on the possible link between stress and burnout previously 
reported in the literature (McManus et al., 2002). Cushway and Tyler (1994) did not 
observe a relationship between coping and burnout, but they did report that avoidant 
coping was associated with psychological distress.  
 
Variation across countries 
Healthcare provision across the countries that were included within this review is 
diverse. The USA and Australia implement a predominantly private health insurance 
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system, India utilises a mixture of private and state funded (dependent on income) 
and the UK provides a primarily state funded National Health Service (NHS). Rates 
of reported stress appeared to be the main difference across countries with 
consistently higher rates in the UK. This perhaps suggests that working within a 
government funded NHS is associated with higher stress levels and risk of burnout. 
This was supported by Ackerley et al.’s (1988) findings that those in the private 
sector in the USA experienced less EE and DP and higher levels of PA. However, 
different measures were used across studies, which makes it difficult to draw firm 
conclusions.  
 
Implications and future research 
This review suggests that a significant proportion of clinical psychologists report 
symptoms of stress and burnout. Stress and burnout adversely affect an individual’s 
wellbeing, and in turn impact upon sickness absence rates and, potentially, 
effectiveness in therapy (Rupert & Morgan, 2005). This leads to speculation of how 
psychologists can be best supported to assist in the management of these symptoms. 
Further knowledge of effective coping strategies or stress management techniques 
within this population, either on a personal or organisational level is of importance 
(as also discussed in the paper by Rao et al., 2015).   
Considering the findings within this review, it could be beneficial for certain 
individual and organisational strategies to be put in place in order to reduce stress 
levels and burnout in this population and increase coping mechanisms. On an 
individual level, the use of effective coping strategies to manage stress could be of 
benefit and considering being younger appears to place an individual at a higher risk 
of burnout, perhaps younger clinical psychologists could be prioritised. From an 
organisational perspective, monitoring stress and burnout would be the first step in 
order to intervene if necessary. In addition, allowing control within the role, 
attempting to reduce role conflict and ensuring the clinician has a range of cases 
rather than a diagnostically homogenous group of patients or a group that are 
particularly complex could help.   
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The development of validated stress and coping questionnaires tailored to 
psychologists would be of potential value. This would remove the potential bias 
created by psychologists completing the same measures that they use in clinical 
practice (as discussed in Sampson, 1989). There was attempt to develop a ‘Mental 
Health Professional Stress Scale’ (Cushway et al., 1996; Mehrotra, Rao, & 
Subbakrishna, 2000) as used in the included study by Rao and Mehrotra (1998), 
however, recent research has not utilised this measure. Alternative measures of 
stress, such as taking saliva samples to measure cortisol levels could provide further 
objective information about stress in this population (Amirkhan et al., 2015).  
 
As noted previously, none of the included studies provided information about the 
individuals that were approached to partake in the research but decided not to. Walsh 
and Cormack (1994) conducted interviews with clinical psychologists about their use 
of support in the workplace and an emerging theme was the fear of being seen as 
unable to cope. It could be speculated that clinical psychologists who experience the 
greatest levels of stress might choose not to participate; hence, levels of 
psychological distress could be underestimated by these studies. Conversely, 
Goodwin et al.'s (2013) review suggests that reports of stress are usually higher in 
occupational studies rather than population studies; thus if an individual knows they 
have been approached due to their occupation group, they may inflate their levels of 
stress. It is suggested that this could be due to contextual factors; if the participant 
completes a measure in work, they could report their frustrations regarding their job 
more in the hope that this could affect change. Further exploration of this with this 
particular population would be beneficial.  
It is important to highlight that stress is often defined as a negative outcome, 
however Selye (1993) did consider ‘good stress’, highlighting that stress can have a 
positive effect on productivity and wellbeing at work. Further research into the 
positive outcomes of stress in this population would be of interest. Considering PA 
was rated as high in this population, utilising a measure of job satisfaction could 
have provided more insight into the more positive aspects of the role. 
 
Reliance upon cross-sectional methodology within these papers is a constraint; as 
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although this provides information at a given time point, changes that may occur in 
these relationships over time are not observed. It also does not allow for causal 
inferences to be made. Longitudinal follow up studies would allow for direct 
comparison between newly qualified psychologists and those with more experience 
by assessing the same participants over the course of their careers. The current 
review highlights the necessity for robust, generalisable research to be conducted 
with this population in order to draw firmer conclusions. 
Strengths and limitations of this review 
The use of unpublished dissertations as well as published articles is a strength of this 
review as it reduces the risk of the ‘file drawer effect’; where studies that do not 
identify significant results are not published (Rosenthal, 1979).  However, it should 
still be acknowledged that additional studies may still exist, but have not been 
published nor be part of a dissertation indexed within electronic databases. The 
inclusion of samples consisting solely of clinical psychologists is another strength of 
this review as it increases homogeneity across studies.  
 
A limitation of the review is that a singular definition of burnout was used 
throughout. Further analysis into the reliability of burnout as a reliable construct, 
rather than being a different way of operationalising boredom or depression requires 
further attention. 
A relative strength of this review is that it included studies from across the world. 
Although this allows for a better understanding of psychologists’ experiences across 
countries, as Hannigan et al. (2004) recognised, direct comparison between the 
experiences of UK clinical psychologists and those in non-UK countries can be 
problematic due to variations in the organisation of healthcare provision and the role 
of the clinical psychologist.  
A further aspect, which may be both a strength and limitation of the review is that it 
included studies that spanned four decades – although this allows inclusion of more 
information, the role of the psychologist may have changed over this period of time 
with a corresponding increase in responsibility. Examples of this include additional 
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roles in consultation, teaching and supervision, with perhaps less focus on direct 
therapeutic work (BPS, 2015). A further limitation is that this review only included 
papers published in the English language. Thus, relevant studies in other languages 
that fit in the inclusion/exclusion criteria may have been overlooked.  
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Empirical Study Abstract  
	
Background: Although a considerable body of research has concentrated on the 
experience of paid carers and families involved with people with intellectual 
disabilities and behaviour that challenges, little is known about the experiences of 
professionals in multi-disciplinary healthcare teams, including clinical psychologists. 
This article explores their perspectives. 
Method: Fourteen female clinical psychologists were interviewed. Thematic analysis 
was utilised to derive themes from their transcripts. 
Results: Two overarching themes were apparent across all participants: difficult 
experiences and positive experiences. Participants reported barriers to influence 
change and feelings of stress, worry, anxiety, self-doubt and frustration within the 
role. Supervision and support from colleagues appeared to act as moderators of 
difficult emotions. All interviewees conveyed a sense of reward within their role.    
Conclusions: Clinical psychologists incur varied experiences. It appears the benefit 
of support from colleagues is key in managing difficult emotions. Based on the 
findings, provisions that are believed to improve clinical psychologists’ experiences 






Approximately 10-15% of people with intellectual disabilities present with behaviour 
that challenges, with prevalence rising to 82% of people with profound intellectual 
and multiple disabilities (Emerson et al., 2001; Lowe et al., 2007; Poppes, Putten, & 
Vlaskamp, 2010). Behaviour that challenges has been defined as:  “Behaviour of 
such an intensity, frequency or duration as to threaten the quality of life and/or the 
physical safety of the individual or others and is likely to lead to responses that are 
restrictive, aversive or result in exclusion.” (Royal College of Psychiatrists/British 
Psychological Society/Royal College of Speech and Language Therapists, 2007, p. 
14).  These behaviours can include physical and/or verbal aggression, self-injurious 
behaviour, destruction of property, disruptive behaviour or sexually inappropriate 
behaviours and is seen as abnormal in the context of cultural norms (Emerson & 
Einfeld, 2011; Hastings, 2002a; National Institute for Health and Care Excellence; 
NICE, 2015).  
The underlying reasons for these behaviours vary between individuals and may 
include: mental ill health, to communicate needs or distress, and/or to meet sensory 
needs. The origin and function of such behaviours is often complex (Cooper, Smiley, 
Morrison, Williamson, & Allan, 2007; Emerson & Einfeld, 2011). Behaviour that 
challenges has implications for both the individual with an intellectual disability and 
those that support them. For the former, this can include social exclusion, 
institutionalisation, deprivation, physical harm and abuse. People with intellectual 
disabilities and behaviour that challenges are often reliant on others for support, 
either paid carers or family members.  Within this article, the term ‘carers’ is used to 
encompass both types of support (as per Emerson & Einfeld, 2011). For carers, 
adverse effects can include being at increased risk of physical and mental ill health 
and reduced quality of life (NICE, 2015).  
Managing behaviour that challenges 
The presence of behaviour that challenges often requires input from professionals 
external to the carers in order to promote safety and minimise the occurrence of the 
behaviour (RCP et al., 2007). In the UK, the NICE (2015, 2016) clinical guidelines 
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recommend that, every person with an intellectual disability receive an annual health 
check to assess both physical health and ‘behavioural disturbance’. If behaviour that 
challenges is identified, either via an annual health check or other process, it is 
recommended that an assessment to ascertain the function of the behaviour is 
conducted, ideally using functional analysis (Beavers, Iwata, & Lerman, 2013). Once 
the function(s) have been identified, it is recommended that a behaviour support plan 
be written as soon as possible, based upon the individual’s formulation.  
These person-centred psychological approaches are often regarded as falling under 
the umbrella of Positive Behavioural Support (PBS; LaVigna & Willis, 2012) which 
stemmed from applied behavioural approaches. PBS is a multi-element model that 
focuses improving quality of life through understanding the function of the 
behaviour and emphasises building a repertoire of alternative behaviours to meet the 
same need (LaVigna & Willis, 2012) in addition to altering environmental factors. 
Dependent upon the assessment of the behaviour that challenges, medication could 
be considered, as there is evidence that this can be effective in some cases; however, 
it has been stipulated that medication should only be offered alongside psychological 
interventions (NICE, 2015). 
As part of the PBS approach, carers play an integral role, in which they provide and 
gather information to aid assessment and formulation, and are fundamental in the 
implementation and monitoring of intervention guidelines (Allen, 1999; NICE, 
2015). If used appropriately, PBS can be highly effective in reducing the frequency 
and severity of the behaviour that challenges, thereby improving the quality of life of 
individuals and those around them (LaVigna & Willis, 2012; NICE, 2015; RCP et 
al., 2007; The Scottish Government, 2014). These improvements have been observed 
in children (Harvey, Boer, Meyer, & Evans, 2009), adults with mild-moderate 
intellectual disability (Didden, Korzilius, van Oorsouw, & Sturmey, 2006) and adults 
with profound intellectual disabilities (Denis, Van den Noortgate, & Maes, 2011). 
Ideally, PBS is implemented via a multi-disciplinary team (MDT) consisting of a 
variety of professionals including clinical psychologists, learning disability nurses, 
psychiatrists, occupational therapists, physiotherapists, speech and language 
therapists and social workers (Carr, O’Reilly, Noonan-Walsh, & McEvoy, 2007).  
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Often, the lead professional in this intervention is a clinical psychologist, and they 
are central to the assessment, development and implementation of the PBS approach 
(NICE, 2015).  
 
Difficulties experienced by carers and healthcare 
professionals 
When directly supporting an individual with an intellectual disability and behaviour 
that challenges (either as a paid carer or a relative) exposure to self-injurious 
behaviours or physical and verbal aggression is probable. Research indicates that this 
group of people experience significant levels of worry and stress (Baker et al., 2003; 
Baxter, Cummins, & Yiolitis, 2000; Griffith & Hastings, 2014; Hastings, 2002; 
Jenkins, Rose, & Lovell, 1997; Robertson et al., 2005). In addition, paid carers can 
experience symptoms of burnout such as emotional exhaustion and depersonalisation 
in their role (Blumenthal, Lavender, & Hewson, 1998; Gray-Stanley & Muramatsu, 
2011; Hastings, 2002a). These experiences can reduce the quality of interactions 
with those they support (Hastings, 2002a; Rose, Jones, & Fletcher, 1998) and are 
associated with higher rates of staff turnover (Hatton et al., 2001).  
However, not all research has found a direct link between stress and behaviour that 
challenges (e.g., Howard, Rose, & Levenson, 2009), instead other factors such as 
lack of resources and lack of support for paid carers (Hatton et al., 1999; Jenkins et 
al., 1997; Robertson et al., 2005; Thomas & Rose, 2010) and a lack of 
support/respite for families supporting their loved one at home (Griffith & Hastings, 
2014) are associated with stress. Furthermore, other variables appear to have a 
moderating role of stress in carers. Firstly, self-efficacy, that is the belief in their 
ability to cope with the challenging situations they are faced with (Lazarus & 
Folkman, 1984) appears to be of importance. Research suggests that carers with 
confidence in their ability to respond to the behaviour appropriately appear to report 
lower levels of stress and burnout (Hastings & Brown, 2002a, 2002b; Hastings, 
2002a; Howard et al., 2009).  
Secondly, the beliefs, or attributions carers hold about the origin and cause of the 
behaviour has been highlighted as possibly significant (Hastings, 1995). Attribution 
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refers to the causal explanation of behaviour. Weiner’s (1985) model considers 
controllability (does the individual have control over their behaviour) important in 
the influence of emotional responses such as anger and sympathy and the inclination 
to offer help (Weiner, 1985). Although some researchers have presented evidence to 
suggest there is a relationship between carer attributions and negative emotions 
(Chavira, Lopez, Blacher, & Shapiro, 2000; Wanless & Jahoda, 2002), others have 
found no such association (Bailey, Hare, Hatton, & Limb, 2006; Rose & Rose, 
2005).  A critical review reveals further inconsistencies when investigating the 
associations between attributions, emotions and the helping behaviour of carers 
(Willner & Smith, 2008).  
When considering the wider support system involved in an individual’s care, 
research with health and social care workers is lacking; in fact when reviewing the 
literature, no research was identified that assessed the impact upon workers involved 
with people with intellectual disabilities and behaviour that challenges. Nevertheless, 
research regarding healthcare workers in general suggested that they experience high 
levels of stress, anxiety and depression (Harris, Cumming, & Campbell, 2006; 
Health and Safety Executive, 2016) which may suggest those working in this field 
will have similar experiences.  
Experiences of Psychologists 
Prior reviews of the literature indicate that clinical psychologists experience stress 
within their role (Cushway & Tyler, 1994; Hannigan, Edwards, & Burnard, 2004).  
Since psychologists often play a lead role in assessment and intervention for 
behaviours that challenge, frequently working in a facilitative role (Willis & 
LaVigna, 1998) rather than directly with clients, this type of working may cause 
specific challenges. In addition, there is a general consensus in the literature that 
therapeutic change is slower in this population and advice from professionals, such 
as psychologists, is not always implemented consistently and as advised by carers 
(McKenzie, McLean, Megson, & Reid, 2005; The Scottish Government, 2014).  
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Study aims 
Given the absence of research with clinical psychologists, who play a crucial role in 
the assessment and delivery of interventions in this area, the current study aimed to 
explore their experiences of working with individuals and carers of people with 
intellectual disabilities who present with behaviour that challenges. The perspectives 
gathered from these particular members of the MDT will increase our understanding 
of the challenges they face, give insight into ways of improving the service provided 
to clients and their carers, and possibly identify support mechanisms that clinical 





A qualitative approach using thematic analysis (Braun & Clarke, 2006) was 
employed, with semi-structured interviews conducted in order to allow participants 
to share their experiences and to be able to explore topics introduced by participants 
(Braun & Clarke, 2013). Thematic analysis is suited to elucidating a group’s 
experiences and viewpoints of a certain phenomenon (Braun & Clarke, 2013). 
Thematic analysis allows identification of common experiences across a group, and 
can be used to infer meaning from participants’ responses whilst remaining as 
transparent, structured and systematic as possible (Joffe, 2012; Pistrang & Barker, 
2012).  It is believed that the use of thematic analysis as a methodology for this study 
will give sufficient flexibility to identify commonalities, as well as differences, in 
participants’ experiences and perceptions (Braun & Clarke, 2006).  Given the limited 
literature on this area, coupled with the potential complexity and breadth of 
experiences, quantitative methodology, which presupposes knowledge, was not 
deemed appropriate.  
Alternative qualitative methodologies such as grounded theory and narrative 
approaches were considered. However, with regard to grounded theory, the aim was 
not to develop a theoretical framework but rather to identify the general themes that 
were common across experiences. Narrative approaches were deemed unsuitable due 
to the focus of the interviews being on the participant’s job rather than their life as a 
whole  (Barker, Pistrang, & Elliot, 2016). With regard to the use of qualitative 
methodology itself, thematic analysis allows for discovery and exploration of the 
participants’ experiences, where quantitative approaches would not (Braun & Clarke, 
2013). 
Ethics 
Ethical approval was granted from the University of Edinburgh School of Health in 
Social Science Ethics Committee (Reference no. AC16004). Approval to conduct the 
study was also obtained from the NHS Research and Development department of 
each Health Board where recruitment was undertaken (see Appendices E[i]-E[iv]).  
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Participants 
Fourteen female qualified clinical psychologists who worked within NHS Scotland 
community learning disability MDTs participated in face-to-face interviews between 
March and August 2016. Participants worked within one of six Health Boards in 
NHS Scotland. A maximum of three participants from each Health Board were 
interviewed.  
Age ranges were employed to reduce the risk of individual participants being 
identifiable. Seven described their ethnicity as White British, and seven as White 
Scottish. There was a broad range of length of experience, both pre- and post-
qualification. This experience was solely with people with intellectual disabilities 
and behaviour that challenges. Considering the number of years experience has been 
seen to impact upon the stress and burnout levels in clinical psychologists (Cushway 
and Tyler, 1996), it is acknowledged that this variety within the sample could impact 
upon outcomes. Further work to explore this potential influence might be considered 
in the future. See Table 1 for participant demographic information. 
 
Although not their sole role, all participants spent a significant proportion of their 
clinical time working with behaviour that challenges of a moderate-to-severe 
intensity. This was operationalised as: (i) behaviour that challenges exhibited at least 
once a day, (ii) the behaviour prevented participation in activities, (iii) the behaviour 
usually led to injury to either themselves or others (BPS, 2004). Four of the 
participants noted they had an active part-time role in a multi-disciplinary inpatient 
unit within their service. Psychologists that worked primarily in a forensic setting 
were excluded, as they primarily work with people that have presented with 
offending behaviour rather than behaviour that challenges (see Doyle, 2004, for a 
discussion of the distinction).  
 
To note, only female clinical psychologists volunteered to partake; this is thought to 
reflect the increased incidence of females working in this field compared to males. In 
addition, prior research has indicated there are differences in stress levels and coping 
across male and female population in general (Matud, 2004) and amongst mental 
	 62	
health professionals (Cushway & Tyler, 1994). Considering these differences, having 
only female psychologists volunteer increased the homogeneity of the sample.  
 
Variable Range Mean (SD) 




3-13 4.57 (3.92) 
Number of years 
experience post-
qualification 
3-28 12.64 (7.2) 
Table 1: Participant demographic information  
 
Recruitment 
Heads of NHS learning disability psychological services across Scotland were 
contacted and provided with information about the research.  Once appropriate 
approvals in each respective Health Board had been gained, heads of psychological 
services were asked to disseminate the study information sheets to relevant and 
eligible staff within their service. Those interested then contacted the researcher to 
express interest, and they were given the opportunity to ask any further questions and 
to arrange a suitable date for consent to be taken in person, and the interview to be 
conducted. 
 
Fourteen participants were considered an appropriate quantity as saturation (where 
no new themes or ideas are identified) for thematic analysis is usually reached 
around participant 12 (Guest, Bunce & Johnson 2006). Hence, it was considered that 





Prior to the interview, participants were provided with written information about the 
study and given the opportunity to ask any questions (see Appendix F). Participants 
were advised that their responses remained anonymous, and that they could withdraw 
at any point without consequence. Participants were made aware that confidentiality 
would be breached if there was concern around either their own or a colleagues’ 
fitness to practice, or to the safety of a vulnerable adult or child. In such cases, 
relevant NHS processes to manage risk would be followed.  Each participant 
completed a consent form and demographic questionnaire prior to interview (see 
Appendix G and H).  
A semi-structured interview guide (see Appendix I) was used. The key areas covered 
were: theoretical approaches used and experiences of this, working with others 
(carers, other professionals), and personal impact of work. Interviews were carried 
out at participants’ places of work. Interviews lasted between 26 and 90 minutes (M 
= 51.21 minutes, SD = 17.84). The primary researcher (ES) transcribed all 
interviews.  
Data analysis 
Thematic analysis was used to encode the data; Braun and Clarke’s (2006) guidelines 
on the use of thematic analysis informed the analysis process. NVivo 11 qualitative 
data analysis software (QSR International Pty Ltd, 2014) was utilised as a tool in this 
process. The use of NVivo allowed for the transparent and systematic examination of 
the material and identification of themes (Joffe, 2012). 
In line with Braun and Clarke’s (2006, 2013) guidance, themes were analysed from a 
‘theoretical’ approach, This means that research questions were taken into account 
when analysing the data, rather than utilising a more ‘inductive’ approach, which 
allows for a very open analysis of the data. Prior research was considered, such as 
the experience of carers working with this population (e.g. Griffith & Hastings, 
2013). However, there was also flexibility, which enabled wider themes other than 
those originally envisioned, to emerge across participants. In addition, attention is 
paid to the fact that analysis was, in part, driven by the researcher’s standpoint, 
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identity and disciplinary knowledge of being a trainee clinical psychologist with 
prior experience working with both the client and interviewee population.  
As per Braun and Clarke (2006), the researcher transcribed the interviews and re-
read the transcriptions to familiarise herself with the data. Initial codes, the basic 
elements of data that contained meaning regarding psychologists’ experiences, were 
recorded across all transcriptions and supportive quotations were noted. Codes were 
then collated to create possible themes where appropriate. A themed transcript 
sample can be found in Appendix J. The theme only remained in the analysis if it 
was prevalent across a number of participants’ transcripts. These were then reviewed 
to ensure heterogeneity across identified themes and an additional researcher 
checked these to ensure accuracy. In addition, a second researcher coded a 
proportion of the transcripts with any discrepancy between coders being discussed 
and agreement thereafter was reached.  
‘Member checking’ (Braun & Clarke, 2013, p. 282) was conducted to determine 
whether there was a good fit between researcher interpretation and representation of 
experiences and the participants’ individual understanding of their own experience. 
This is considered to increase the reliability of results and reduce bias (Braun & 
Clarke, 2013). Codes and themes generated from participant’s individual transcripts 
were sent to the 11 interviewees that consented to this process. Of the 11, two 
responded with comments and there were no discrepancies between the researcher’s 






Almost all interviewees reported that they utilised PBS as their chosen framework to 
approach this work. Most interviewees reported that they worked in teams where 
other MDT colleagues were PBS trained, and one interviewee worked in a service 
where fully trained nurses would often take the lead in such cases. Of those that did 
not report PBS as their main theoretical approach, they recounted the use of 
behavioural theory and a few mentioned that they would use cognitive-behavioural 
approaches at times with more able clients.  
 
Identified themes 
Across all participants, each described various aspects of their roles as both positive 
and difficult in nature; therefore a global theme of ‘variability in the role’ was 
identified with two overarching organising themes encompassing these disparate 
aspects. Within these, a number of basic themes were identified. It appeared some of 
the basic themes had a causal role whilst others functioned as moderators. Given the 
interconnecting nature of the themes, the use of a thematic network (See Figure 1) 
was thought most appropriate to communicate the information, as per Attride-
Stirling (2001).  
 
A theme was deemed worthy of inclusion if the construct was apparent in more than 
half of the participants’ transcripts (Braun & Clarke, 2013). As detailed in Attride-
Stirling (2001) a global theme is a super-ordinate theme that encompasses a construct 
that spans the entire dataset. An organising theme is a middle-order theme that 
organises the basic themes into clusters. A basic theme is the lowest-order theme that 
contributes towards the higher-order themes. As can be seen from the network, some 
basic themes have a causal effect on others; this indicates that this construct is 
contributory to the other that it is linked to. In addition, some themes transpired to 
moderate the severity of others, for example support from colleagues seemed to 
moderate the amount of frustration an individual experienced. Quotes are provided to 
illustrate the relationship the themes have to one another. 
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Global Theme: Variability of role  
All interviewees talked about experiencing both positive and difficult situations and 
emotions, indicating variability within the role. None of the interviewees spoke 
exclusively about difficult experiences and none spoke exclusively about positive, it 
appeared to be a genuine combination of experience for all.  
 
 ‘I think it can be a rollercoaster, you have successful cases and you feel very 
empowered and… you work with other cases where there’s no change at all’ 
(i3)  
 
Furthermore, the carers the psychologists work with were described as diverse.  
 
‘It’s variable, I think you have to see it as very much an individual 
circumstance… no two staff teams, no two inpatient staff teams, no two 
families, no two set of circumstances are the same. So you’ve got to just 
assess it as it presents’ (i9) 
 
Organising Theme: Difficult experiences. 
Difficult personal emotions: Stress, anxiety, worry and self-
doubt. 
Experiences of stress, anxiety, worry and self-doubt were commonly reported.   
 
Stress 
Interviewee three talked about her experience of stress when working directly with 
clients ‘they can be stressful if they’re unpredictable… or things seem to be quite 
stable and then something flares up out of the blue and having to manage that’ or 
more generally within the role;  
 
‘You’d have five or six [clients] just before you go on holiday… where for 
some reason they’d all get worse at once and that’s extremely stressful’ (i2)  
 
Anxiety 
Interviewee 13 spoke about periods of anxiety when working directly with clients 
‘fearful if you’re going to see somebody who has a reputation for being significantly 
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physically aggressive’ and Interviewee six explained ‘I’ve had to pull my…  alarm at 
times in places that I’ve worked so I have been… scared, terrified’.   
 
Worry 
Many interviewees expressed worry about clients and concern around the level of 
support they have managed to provide when situations appeared risky.  
 
‘It’s more about the concerns about if things are a bit precarious in a 
situation, or if somebody’s having a difficult time. You’re thinking about have 
you left them with enough resource, have you left them in a situation that 
could go horribly pear-shaped, are they going to be OK? Waking up at three 
o’clock in the morning white and sweating hoping that everything’s alright 
when you go back in the morning’ (i14) 
 
Self-doubt 
With regard to their role, a few interviewees mentioned that being a clinical 
psychologist, can at times, lead others to have high expectations of their input and 
that this added an increased pressure. 
 
‘A common experience for a lot of qualified psychologists… is that there is this 
magic wand that you will wave and somehow you will fix the problem‘ (i1) 
 
It appeared as though the aforementioned difficult emotions, alongside the pressure 
from others, can lead to self-doubt for some. A number of psychologists conveyed 
this. 
 
‘I always think [challenging behaviour work is] one of the more complex 
things … and potentially one of those things that, you know, gets you that panic 
of incompetence (laughs) like I don’t know what I’m doing’ (i7) 
 
‘Sometimes I’ll get a referral and I’ll read it and my initial thought is “oh dear 
I don’t know what I’m going to do with that”…  sometimes you get that heart 
sink feeling… especially if it’s something that you’ve never heard of before and 
it looks like it’s extremely challenging’ (i2) 
 
Barriers to change:  
The following sub-themes were discussed in the context of hindering successful 
assessment and intervention. Some explained that there was a dichotomy between 
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what they felt was needed regarding treatment and the action they were able to take 
subject to various constraints.  
 
Values/attributions of carers 
Paid carers 
There was discussion regarding a differing personal value base to that of paid carers, 
and that this can be a barrier at times. 
 
‘Sometimes the…ideology or the guiding principles of a particular 
organisation or team can be a bit of a barrier… sometimes it does clash with 
where we would be coming from and the sort of theoretical ideas that we 
might be using’ (i10) 
 
Furthermore, the majority of psychologists talked about the unhelpful attributions 
that paid carers can hold, where they believe the person’s behaviour is within their 
control. Interviewee eight reflected on the views of some paid carers she has worked 
with: ‘What are some of their attributions? [That the client is] doing it on purpose… 
they need to be punished… a sense of intent… they hurt that person on purpose’. 
Moreover it was highlighted that this can make change more challenging.  
 
‘When you start to hit on negative attitudes about someone then that’s not at 




Some of the interviewees talked about occasions when their value system had 
differed from that of families and how this could be difficult to manage at times.  
 
 ‘You have to be careful about using your own value base and judging others… 
the mother was a very… religious… person and personally I’m not and I don’t 
have that same value base and that same… moral viewpoint so you know 
obviously… you’re always aware of… not imposing your own values” (i1) 
 
Perhaps due to the unique relationship between family members, a number of 
interviewees went onto say that families can often remain stalled in the view of the 
individual as a child rather than an adult, which can impact upon progression.  
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‘I think some families can be quite set in their ways and what they believed was 
best for the person when the person was young they still believe they haven’t 




Lack of carer resource 
The majority of those interviewed expressed understanding towards the carers in 
terms of their resource, both on an organisational level for paid carers and a personal 
level for families.  
 
Paid carers lack of organisational resource 
With regard to a lack of funding across support services, Interviewee eight 
questioned ‘can they actually deliver on... what you’re asking them to do… is the 
money there, you know can they afford to take [him] to the café once a week?’  
The majority of interviewees spoke about the level of understanding the paid carers 
have being particularly important and that, at times the induction training prior to 
working with this population is deficient.  
 
‘I’ve actually had a look at some of the training programmes in autism, for 
example, and there is no way there is enough information for the staff to work 
with someone with autism, it’s not detailed enough’ (i2) 
 
When characteristics of what made a ‘good team’ were reflected upon, the vast 
majority of psychologists talked about the importance of proficient, supportive, 
leadership and how this is often absent in services.  
 
          ‘I think leadership is key in my experience… you can have the most willing 
staff team in the world who are on board but [if] they’re not supported from 
above or it’s rubbished or it’s sabotaged… if the leadership is not there to 
push anything through in terms of getting a change and sustaining a change 
that’s problematic’ (i8) 
 
In addition, some reflected on the pressures of being a support worker, and 
empathised as they had previously worked in a similar role.  
 
‘The level of stress that they experience on a day to day basis is so high you 
know not many of us go to work with the real possibility that we can be 
physically harmed… or have even verbal insults that really undermine who 
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we think we are… I try and bring part of that to my job because in a previous 
life to being a psychologist that was my job and I remember those 




Families’ lack of personal resource 
When families were discussed, almost all interviewees recognised that families have 
additional responsibilities, other than to care for their family member, and again 
expressed empathy toward these individuals and their capacity to fully engage with 
support.  
 
‘Unpaid carers are doing 101 other things, you know they’re looking after the 
house, they’ve got other kids or they’ve got grandchildren or they still have a 
part time job…  the demands on them are often huge‘ (i1) 
 
‘We have to remember is it’s often 24/7… especially with challenging 
behaviour there’s often a chronicity that we can’t even comprehend‘ (i9) 
 
Some psychologists acknowledged that families have an emotional 
connection/investment to their family member, which may impact upon their ability 
to engage. 
 
 ‘When you have an emotional… a familial bond to someone… it’s harder to 
do what you know needs to be done sometimes because of that familial bond’ 
(i8) 
 
Considering this differentiation of focus on organisational resource for paid carers 
and personal resource for families, a few interviewees reflected that this can cause 
them to approach a familial situation slightly differently to a paid carer support 
system.  
 
 ‘I think I am more empathetic to the families and their difficulties… and what 
it would feel like to have external people so involved in your family life’ (i11)  
 
Frustration 
It appears that both the values/attributions of carers and the lack of available resource 
could lead to frustration in those interviewed. Frustration, particularly toward paid 
carers and lack of change in those systems, was an experience cited by almost all 
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those interviewed. Interviewee five stated, ‘I probably get frustrated with bits of the 
system and them not changing, not moving fast enough and I think urgh’.  
This sense of frustration, it seemed, often stemmed from a lack of progress, from 
carers not taking on board the recommendations.  
 
‘Staff teams that say yeah, yep, yeah, yes and then don’t do it. I think if it’s 
one team that drives me bonkers it’s that so they say yes so all their verbals 
are going yeah, yeah, yeah, yeah, yeah, but all their behaviour is going no, 
no, no, no, no’ (i8) 
 
Although fewer mentioned frustration toward family carers, the experience was still 
apparent.  
 
‘There’s a family that I have worked with and… we’ve had trainees work 
with and another psychologist work with who have just have a very, very 
different view of what causes their… child’s challenging behaviour and it has 
never shifted through all the work that all of us have done (long pause) and it 
feels like we just keep getting referrals back… and it’s actually impossible to 
provide what they’re asking for… and it just doesn’t go anywhere’ (i11) 
 
 
Organising Theme: Positive experiences 
Support from colleagues 
When the interviewees discussed strategies they used to manage their more difficult 
experiences and emotions, the majority of psychologists talked about the value of 
supervision and benefit of informal sharing of experiences with colleagues.  
 
‘Supervision, supervision… supervision is key… I think what I like about 
supervision… is both the time that is taken to recognise that personal impact 
but also to be thinking more practically, ok so how does this shape up in your 
work’ (i4) 
 
‘Going through things with somebody trying to, you know, “have I missed 
anything?” Where you’re really concerned about something and doing that not 
only in supervision but with your teammates, your colleagues who are working 
with the person as well’ (i14) 
 
It appeared that this support from colleagues acted as a moderator of difficult 
emotions such as stress, anxiety, worry, self-doubt and frustration.  
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‘If I have worries about patients in terms of challenging behaviour or risk… 
then I’ll sit down and speak to colleagues and try and reason it through so 
that I’m happy in my own head where I got to, which obviously then reduces 
any concern’ (i12) 
 
‘[We] do supervision together and I think… there’s a real strength of being 
able to take those frustrations and know somebody has an understanding of 




Belief in self and their work 
Numerous participants talked positively about their professional identity, for 
example, Interviewee four remarked that ‘it is a privileged position we’re in… it’s 
generally positive professionally and personally… to be in this field”. A number of 
individuals talked about their role as a clinical psychologist being unique within the 
MDT. 
 
‘I have a belief that we can understand systems and that we’ve something 
unique to contribute… I don’t think there are other professions that hold that, 
it’s quite a unique perspective’ (i9) 
 
The majority of the interviewees mentioned feelings of hope and a sense of 
confidence in their ability. 
 
‘You do become more confident, you’re able to look at a situation where things 
are difficult and think I can see how this can work out’ (i13) 
 
‘I have a real belief that we can effect change’ (i9) 
 
In addition, there was a sense of belief in the model across participants, Interviewee 
five stated that ‘I have to say within the unit … it’s made an… enormous difference I 
see huge, huge benefits’ when referring to the use of PBS in an inpatient setting.  
 
Successes and role satisfaction 
Successes 
Numerous interviewees reflected on the successes they have had in their role, with 
both paid carers and families. 
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‘She was doing stuff that you would never have believed that she would’ve 
done… much better quality of life… more contact with her family as a result 
of it as well. It made a huge difference and there’s… quite a few other tales 
like that’ (i14) 
 
Role satisfaction 
All interviewees, at some point during their interview expressed an overall sense of 
reward and job satisfaction.  
 
 ‘I love it, I do, I absolutely love working with challenging behaviour and 
clients with challenging behaviour because it’s just so nice, just a tiny wee 
thing like ohh, that’s such and such out for a walk, we managed that as a 
team… I could talk for… days about how much of the positives I get’ (i5) 
 
‘I find it fun, I find it stimulating… I’m smiling because I’m thinking about all 
the people I’ve worked with, I feel happy because… there’s just this real 





This study aimed to explore clinical psychologists’ experiences of working with 
people with intellectual disabilities and behaviour that challenges. It was evident that 
the majority of participants utilise PBS to some degree and take a lead role in these 
cases, as recommended in the NICE guidelines for this client group (NICE, 2015). 
As expected, it transpired that the role largely involves working via carers as 
facilitators, as mentioned in prior research (Willis & LaVigna, 1998) but that the 
work is not always consistently executed by carers (McKenzie et al., 2005) and that 
progress can be slow (The Scottish Government, 2014).  
 
A global theme of variability was identified, with two organising themes comprising 
difficult experiences and positive experiences. Within these, basic themes were 
identified. Within difficult experiences, it was evident that there were some key 
perceived barriers to change including unhelpful values and attributions of carers and 
lack of carer resource. These factors appeared to lead to feelings of frustration in the 
interviewees. Psychologists also conveyed experiences of difficult personal emotions 
such as stress, anxiety, worry and self-doubt, just as paid carers and families have in 
the prior literature (Griffith & Hastings, 2014; Jenkins et al., 1997). These difficult 
emotions appeared to stem from both direct contact with the clients themselves and 
their behaviours that challenge, as well as the psychologist’s ability to provide the 
support necessary to help the individual or their carers, particularly when risk 
increased. In relation to prior research that reported stress within the clinical 
psychology profession (Hannigan et al., 2004), it would appear that psychologists 
working with this population are no exception to symptoms of distress and stress.  
 
The positive experiences theme contained successes and role satisfaction, belief in 
self and the work, and support from colleagues. Based upon the interviewees’ 
viewpoints, they perceive that support from colleagues plays a moderator role to the 
more difficult emotions they experience in the role. This mirrors prior findings that 
suggested lack of support was linked to stress in paid carers (Hatton et al., 1999; 
Robertson et al., 2005) and family carers (Griffith & Hastings, 2014). It might have 
been conceivable that the other positive experiences such as successes, role 
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satisfaction and belief in self and the work, may play a moderator role for difficult 
experiences but this was not found to be the case.  
 
Seemingly, there is a perceived disparity in experiences, with psychologists at times 
feeling as though they are confident in their abilities, expressing self-efficacy and at 
other times experiencing self-doubt. Considering almost all interviewees talked about 
experiences of stress, anxiety or worry at some point during their interview, being 
confident in one’s ability does not seem to mean there is a lack of difficult emotion 
experienced. From this dataset it does not appear that a high level of self-efficacy 
and experiencing stress are mutually exclusive. Considering self-efficacy has been 
seen to impact upon carers ability to cope (Hastings & Brown, 2002a, 2002b; 
Howard et al., 2009); supporting psychologists to maintain a high level of self-
efficacy may be of benefit. A review of the literature by Wheller and Richards 
(2007) suggested that supervision enhanced self-efficacy in therapists. Therefore, 
continued supportive work environments and regular supervision may benefit 
clinical psychologists working in this field. However, it is important to recognise that 
in both the general population and mental health professional coping literature, 
gender differences have been recognised, where women often experience higher 
levels of stress (Cushway & Tyler, 1996; Hannigan et al., 2004; Matud, 2004) and it 
appears that males appear to find it easier to emotionally detach from difficult 
experiences, whereas females seek others and engage in emotion-focused coping 
(Lawrence, Ashford, & Dent, 2006). Considering the participants within this study 
were all females, this may have biased the results in such direction.  
 
It is notable that the experience of working with paid carers and families was 
portrayed slightly differently. Those interviewed appeared to have an increased level 
of empathy toward families compared to paid carers, and therefore expressed more 
frustration towards paid carers. It might be hypothesised that the psychologists hold 
particular attributions about paid carers and families, perhaps that paid carers are 
more in control of their behaviours and more able to influence change.  Although it is 
unclear whether there is a direct link between attributions and negative emotions in 
carers (Willner & Smith, 2008), it could be stipulated that there is a link here.  
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Although it seems as though the psychologists were supported and satisfied within 
their organisation and MDT, the barriers to change were perceived to lie within the 
clients’ environments and systems. It was reported that the lack of resources 
available to the paid carers included inadequate training, unhelpful attributions as 
well as a lack of leadership support within their system. Perhaps a thorough 
induction for the paid carers prior to working with this client group would help 
initially, with suitable leadership to further support the knowledge, understanding 
and confidence latterly. It might be posited that the experiences of carers may be 
moderated by better support structures within their systems/organisations. These 
additions might, in turn, provide the basis of a capable team for clinical 
psychologists to work with when working with individuals with intellectual 
disabilities and behaviour that challenges. Similarly, the views expressed by some 
participants; that many family carers continued to view their family member as child-
like might indicate that initial work with families to assess their attributions around 
the maturity of their loved one and to formulate as appropriate might be of benefit.  
 
The findings from this research could be viewed in relation to the job demands-
resources model of burnout developed by Demerouti, Bakker, Nachreiner and 
Shaufeli (2001). They propose that negative experiences such as exhaustion and 
disengagement are an outcome of the job demands being too high and the job 
resources being limited. In line with this model, it would appear that the job demands 
such as the risks involved when working with this population and the pressure they 
experience from carers. This, alongside a lack of resource associated those they are 
working with (carers) and their dissonant attributions and values can lead to difficult 
experiences such as self-doubt and frustration. The model recognises the importance 
of supervisor support also, which again is mirrored in these findings.  
 
Considering the perceived varied experiences that psychologists in this role have, 
continued organisational support mechanisms available for psychologists 
(supervision, management structure, MDT working) seems essential to maintain 
wellbeing and to moderate the effects of difficult experiences such as stress, self-
	 78	
doubt and frustration. When reflecting on provisions to support these individuals, 
continuing to provide a supportive MDT with regular supervision appears to be of 
great benefit.  
Normalising of the clinicians’ experiences may be a key role in the support system, 
having an understanding that change is slower in this population and that it is normal 
for carers to not always follow advice and recommendations (McKenzie, McLean, 
Megson, & Reid, 2005; The Scottish Government, 2014). This may help the 
individual reduce pressure on themselves. In addition, allowing for monitoring of 
clinical psychologists’ stress levels and mental wellbeing is key in order to ensure 
appropriate supports are put into place, whether this is at an individual level or an 
organisational level. For example, encouraging the use of self-care and a healthy 
work-life balance in these professionals may be of benefit on an individual level 
(Chanofsky, 2008).  On a more organisational level, allowing the clinician to have 
control over their working week and how often they see clients their could help 
manage difficult emotions (Ackerley et al., 1988).  
 
Strengths and limitations 
The method utilised allowed the researcher to gain an understanding of the 
interviewees’ perspectives, with face-to-face individual interviews viewed as being 
an appropriate way of gathering this information. The interviews allowed free 
expression of speech and the opportunity to elaborate upon various points. When 
considering the interview process, being aware that the interviewer was a trainee 
clinical psychologist is necessary. There are advantages to this method; the 
researcher had a basic knowledge of the area and the role of the interviewee and was 
therefore able to ask appropriate follow-on questions during interview. However, it 
may have meant that the qualified psychologists were less likely to discuss feelings 
of stress and self-doubt when talking to an individual that was still engaged in 
training, and therefore may have been viewed as their junior. They may have been 
keen to demonstrate to the interviewer that they utilised evidence-based practice in 
their work. This might have had an impact upon the interviewees’ responses, and 
upon reflection it may have been interesting to ask their views on this post-interview. 
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According to Elliott, Fischer and Rennie's (1999) guidelines to evaluate qualitative 
research, every attempt has been made to consider the perspective of the researcher, 
the representativeness of the sample and the examples of themes presented to the 
reader. It is important to note that this type of methodology cannot, and does not 
attempt to remove subjectivity of the process entirely. Checking the themes derived 
from transcripts with participants and an additional researcher is a strength of this 
research as it reduced subjectivity of the researcher as much as is possible using this 
approach. Although the response rate for member checking was suboptimal, of those 
that did respond, there were no discrepancies. These attempted additional credibility 
checks allow the reader to deduce the reliability of the interpretation to some degree 
(Pistrang & Barker, 2012).  
 
There is likely to have been a self-selection bias as those that participated 
volunteered to do so, perhaps indicating that those that took part were more 
interested in the subject, or were more confident in their skills and ability to reflect 
upon their work. However, this is purely speculation and it is therefore unknown. 
Considering the sample primarily utilised a widely recommended approach (PBS) 
and worked within community learning disability teams, which is the recommended 
and favoured system within the UK, these findings may be applicable across a wider 
area. As mentioned earlier, the entire sample were females, thus making the research 
outcomes inapplicable to males. Although firm conclusions and generalisations 
cannot be made, tentative inferences could be made across other female clinical 
psychologists and geographical locations within the UK.  
 
Future research  
Although the current sample was homogenous with regard to gender, it would be 
beneficial to ascertain whether males working in this area express any differing 
views to those expressed by the women interviewed.  Considering the disparities in 
stress levels and coping strategies utilised by females and males, it would be of 
benefit to explore these differences further with this population.  
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In order to gain further insight into the levels of difficult emotions experienced, the 
causal mechanisms of this (possibly barriers to change, self-efficacy and attributions 
of carer behaviour) and the moderating impact of support (or other coping strategies) 
would provide a richer, deeper understanding of the relationship between these 
variables. Further information might provide knowledge about what could be done to 
improve the experience of these psychologists. Considering the clinical psychologists 
perceived barriers to change as characteristics of the carers and their situation, an 
interesting piece of research would be to obtain the views of carers that receive input 
from a clinical psychologist. Perhaps interviewing both individuals in the dyad 
would provide additional information about some of the perceived barriers to change 
from the carers’ perspective.  
 
Conclusions 
Clinical psychologists who work with people with intellectual disabilities and 
behaviour that challenges each incur varied experiences within their role. Barriers to 
change were perceived to relate to carer attributions and lack of resource and this 
was perceived to lead to feelings of frustration. It appears the benefit of supervision 
and support from colleagues is key in managing difficult emotions. All conveyed a 
sense of reward from their role.    
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-In the cover email, specify any special characters used to represent non-keyboard 
characters. 
-Take care not to use l (ell) for 1 (one), O (capital o) for 0 (zero) or ß (German 
esszett) for (beta). 
-Use a tab, not spaces, to separate data points in tables. 
-If you use a table editor function, ensure that each data point is contained within a 
unique cell, i.e. do not use carriage returns within cells.   
Spelling should conform to The Concise Oxford Dictionary of Current English and 
units of measurements, symbols and abbreviations with those in Units, Symbols and 
Abbreviations (1977) published and supplied by the Royal Society of Medicine, 1 
Wimpole Street, London W1M 8AE. This specifies the use of S.I. units.  
6.3 References 
APA - American Psychological Association 
References should be prepared according to the Publication Manual of the American 
Psychological Association (6th edition). This means in text citations should follow 
the author-date method whereby the author's last name and the year of publication 
for the source should appear in the text, for example, (Jones, 1998). The complete 
reference list should appear alphabetically by name at the end of the paper.  
A sample of the most common entries in reference lists appears below. Please note 
that a DOI should be provided for all references where available. For more 
information about APA referencing style, please refer to the APA FAQ. Please note 
that for journal articles, issue numbers are not included unless each issue in the 
volume begins with page one.  
Journal article 
Beers, S. R. , & De Bellis, M. D. (2002). Neuropsychological function in children 
with maltreatment-related posttraumatic stress disorder. The American Journal of 
Psychiatry, 159, 483–486. doi:10.1176/appi.ajp.159.3.483  
Book Edition 
Bradley-Johnson, S. (1994). Psychoeducational assessment of students who are 
visually impaired or blind: Infancy through high school (2nd ed.). Austin, TX: Pro-
ed.  
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Tables should include only essential data. Each table must be typewritten on a 
separate sheet and should be numbered consecutively with Arabic numerals, e.g. 
Table 1, and given a short caption.  
Figures should be referred to in the text as Figures using Arabic numbers, e.g. Fig.1, 
Fig.2 etc, in order of appearance. Figures should be clearly labelled with the name of 
the first author, and the appropriate number. Each figure should have a separate 
legend; these should be grouped on a separate page at the end of the manuscript. All 
symbols and abbreviations should be clearly explained. In the full-text online edition 
of the journal, figure legends may be truncated in abbreviated links to the full screen 
version. Therefore, the first 100 characters of any legend should inform the reader of 
key aspects of the figure.  
Preparation of Electronic Figures for Publication 
Although low quality images are adequate for review purposes, print publication 
requires high quality images to prevent the final product being blurred or fuzzy. 
Submit EPS (line art) or TIFF (halftone/photographs) files only. MS PowerPoint and 
Word Graphics are unsuitable for printed pictures. Do not use pixel-oriented 
programmes. Scans (TIFF only) should have a resolution of at least 300 dpi 
(halftone) or 600 to 1200 dpi (line drawings) in relation to the reproduction size. 
Please submit the data for figures in black and white or submit a Colour Work 
Agreement Form. EPS files should be saved with fonts embedded (and with a TIFF 
preview if possible).  
Further information can be obtained at Wiley-Blackwell's guidelines for 
figures: http://authorservices.wiley.com.ezproxy.is.ed.ac.uk/bauthor/illustration.asp.  
Check your electronic artwork before submitting 
it: http://authorservices.wiley.com.ezproxy.is.ed.ac.uk/bauthor/eachecklist.asp.  
Permissions: If all or parts of previously published illustrations are used, permission 
must be obtained from the copyright holder concerned. It is the author's 
responsibility to obtain these in writing and provide copies to the Publisher.  
Colour Charges: It is the policy of the Journal of Applied Research in Intellectual 
Disabilities for authors to pay the full cost for the reproduction of their colour 
artwork. Colour Work Agreement Form can be downloaded here. 
7. AFTER ACCEPTANCE 
Upon acceptance of a paper for publication, the manuscript will be forwarded to the 
Production Editor who is responsible for the production of the journal.  
7.1 Proof Corrections 
The corresponding author will receive an e-mail alert containing a link to a website. 
A working e-mail address must therefore be provided for the corresponding author. 
The proof can be downloaded as a PDF file from this site.  
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Acrobat Reader will be required in order to read this file. This software can be 
downloaded (free of charge) from the following website: 
www.adobe.com/products/acrobat/readstep2.html 
This will enable the file to be opened, read on screen, and printed out in order for any 
corrections to be added. Further instructions will be sent with the proof. Proofs will 
be posted if no e-mail address is available; in your absence, please arrange for a 
colleague to access your e-mail to retrieve the proofs. 
 
Proofs must be returned to the Production Editor within 3 days of receipt.  
As changes to proofs are costly, we ask that you only correct typesetting errors. 
Excessive changes made by the author in the proofs, excluding typesetting errors, 
will be charged separately. Other than in exceptional circumstances, all illustrations 
are retained by the Publisher. Please note that the author is responsible for all 
statements made in their work, including changes made by the copy editor.  
7.2 Early View (Publication Prior to Print) 
The Journal of Applied Research in Intellectual Disabilities is covered by Wiley-
Blackwell's Early View service. Early View articles are complete full-text articles 
published online in advance of their publication in a printed issue. Early 
View articles are complete and final. They have been fully reviewed, revised and 
edited for publication, and the authors' final corrections have been incorporated. 
Because they are in final form, no changes can be made after online publication. The 
nature of Early View articles means that they do not yet have a volume, issue or page 
number, so Early View articles cannot be cited in the traditional way. They are 
therefore given a DOI (digital object identifier) which allows the article to be cited 
and tracked before it is allocated to an issue. After print publication, the DOI remains 
valid and can continue to be used to cite and access the article.  
7.3 Author Services 
Online production tracking is available for your article through Wiley-Blackwell's 
Author Services. Author Services enables authors to track their article - once it has 
been accepted - through the production process to publication online and in print. 
Authors can check the status of their articles online and choose to receive automated 
e-mails at key stages of production. The author will receive an e-mail with a unique 
link that enables them to register and have their article automatically added to the 
system. Please ensure that a complete e-mail address is provided when submitting 
the manuscript. Visit http://authorservices.wiley.com.ezproxy.is.ed.ac.uk/bauthor/ for 
more details on online production tracking and for a wealth of resources include 
FAQs and tips on article preparation, submission and more.  
For more substantial information on the services provided for authors, please see 
Wiley-Blackwell's Author Services.  
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Please note that unless specifically requested, Wiley-Blackwell will dispose of all 
hardcopy or electronic material submitted two issues after publication. If you require 
the return of any material submitted, please inform the editorial office or Production 
Editor as soon as possible.  
7.5 Offprints and Extra Copies 
Free access to the final PDF offprint of the article will be available via Author 
Services only. Additional paper offprints may be ordered online. Please click on the 
following link, fill in the necessary details and ensure that you type information in all 
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1.	 I	confirm	that	I	have	read	and	understood	the	information	sheet	(Version	1:	11	Jan	






















6.	 I	 understand	 that	 if	 any	 issues	 relating	 to	 patient	 safety	 or	 other	 risks	 are	 raised	





at	by	 individuals	 from	the	regulatory	authorities	and	 from	the	Sponsor	(University	of	
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Number of years working with this population as a clinical psychologist: 
 
1-5   6-10   11-15   16-20 
 
21-25   26-30   31-35   36-40 
 




1-5   6-10   11-15   16-20 
 
21-25   26-30   31-35   36-40       
 
 
Any experience of working within a long-stay inpatient hospital as a clinical 
psychologist? 
Yes  No 
If yes: ___________________________________________________ 
 
   	
Any experience of working within a long-stay inpatient hospital in an alternative 
role? 
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